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FOREWORD 


This memorandum is a revision of the previous 
bulletin on Denmark published in October, 1950, which was 
the second of the Research Division's Social Security Series 
designed to provide information on health insurance schemes 
in other countries. Other studies in the series include 
health insurance programs in New Zealand, Sweden, Norway, 
the Netherlands and Great Britain. 

Denmark's long experience in health insurance is 
carticularly useful in giving some perspective to a study 
of the subject. Of about 0 countries which have various 
types of health insurance, Denmark is one of the pioneers, 
having entered the field in the late 19th century. 

The Danish program interlocks a health insurance 
system with highly developed public health and hospital care 
programs. To the extent that public health services and 
hospital care have been strengthened and expanded, the area 
for the development of health insurance benefits has been 
in some degree narrowed, While increased public control and 
financial support have accompanied the growth of the numerous 
voluntary health insurance organizations, a large measure of 
autonomy has remained with these local organizations. 

The administrative integration of health insurance 
services and income maintenance payments during illness is 
Animportant feature or the Danish program.) In turn, this 
dual program is closely associated with other social security 
measures, such as invalidity and old age pensions. 
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This.bulletin has, been: preparea -ingclose co- 
operation with the Directorate of Health Insurance Studies. 
The comments and suggestions of the officials in that 
Directorate have been particularly helpful. 

We wish to acknowledge and express appreciation 
for the generous assistance provided by Danish officials. 
Through their co-operation we received official documents 
and reports as well as a clarification of Mny aspects of 
the program set out in the first edition of this bulletin: 

The 1950 edition of the bulletin was prepared by 
Alex Morris, while the work on this revised edition was 
carried out by Douglas G. Hartle under the supervision of 
Licyd Francis, supervisor of the Sooials Security section, 
and John Sparks who is in charge of public medical and 


hospital care studies in that section. 


Joseph W. Willard, 
Director, Hesearch Division. 


February, 1952. 


ath 
TABLE OF CONTENTS 
Chapter 
a ENE RODUG TD: LO Niort te cre cic tees eueue Odea ne yee aie aroktuetaccuetensiy “6. « 
al HEALTH INSURANCE AND OTHER SOCIAL SECURITY PROGRAMS... 
Invalidity PES TIENT COs rowel yl oon hs deter ehey oe 6.6 ts eke kaecladenateleremetekess 
OL Age POY SMSO Sree aie Memes toler oe oe one Cue eho leJeteraterseerelel eis teens 
Workmen Us oC OmpeMaaGu OF a s.a a ciate sia: sialo v[e clots atensie(< etekel ors sie 
Other’: Social PINOT Ali acre vse ie sles We suede levens oie eooe3540?ee808 @©@ 8 @ @ 


Tit “PUBLIC HRALTH AND HOSPITAL SERVICES... >..7e4ua cee ies 
IV THE HEALTH INSURANCE PROGRAM.....-.eee- 


Aree oe GOV EIN AG Hori eretecbh ones a rasaneys aneie oi euswher) auabeltl ec sae teh aneienekencrreneie tl: 2- 
Types of Membership... a pal aerei vaseonylecanele te ce 
Dems GLB Gi LD were ere seece S Fanevesehoee a fesse als Pr ere rs tare Mes et eS Loe 
Cem DENGEULES <.eelacesens. 6 RT SANTI ery HeLciey ALL Cela BLO Eee 
General Provision sic im sme + ciel shots eia ele gererts ustersn cis tens 
OC ODO trees ter sles cee oieie)s (aed eh eceustalai es suekeisteletsrs 
WU TAR Gl Olena: (cet oren er etna ieee eneuetate srause cress ansieiete : 
Health Beneteau sacwie. orste ieee s me elcntuedersiene Sera eaedetets 
Medical BenePrit ss. aetaskess ik akhie OU eb ohne tn eeede here) stars 
BOSD UGG Rene 1G Ss iuesrsets es Seo eric oc 
Maternity ibene £15 Sih ices.) tcscelecete) uatenes tee aaeeseene ae oaees 
Pharmaceutical Benefits...... Pe rare eC) A one 
Other Benet tes wy vot scae rss Sool ieredeke ever etetene: eis 
CaSsnaBbenGl it sons. Viste he heise eee 6 lovee ri emeenrr cee Rene os 
Cash Bene fits for icone “Maintenance. Rela tere 
Cash: Maternity: Allowances, aa. «sem. sets .e7e ais ° 
V FINANCING THE HEALTH INSURANCE PROGRAM.... stateee oA 
eee OO Kath O Wl Oteueusteribe are cllshaccnatecsce. ete acaba Neha seces eveseheneeme caters ae 
He VENUS S ite Mivecsksumerseeteleksommesemer cotter Series teat Poca 
Members! Contra but Lons sur ercierers iets iiieeeeeoes Misecnedere 
Government SuUbSLOTe Sivas ics sustace tots eeuenehs Senate 
Other Sources, of REVenUG sess... wtersieresets waenere 
lip alch atom bhal hehe 4s edn Cccp ke) Geko rl Th Oe ee Ce eet 
Divistonvot Cost of Peg the bene Tit srreceavats 
Boer. CK BH NEE SOC TMT TiS a tedetrene a: chake stotnte terete. ; Gee 
REV.STUG Gis te co cuspeteeates eA Serres poawaxadeners teacuetese ts nts piedececes 
Toba sh xpenducure cc. scree Par te A eR e oheves 
Exoenditures: by Itemsi...\ MUeNe, seo hecavehatades stereane 
VI AO MINES TCA TOON cecnecsteteele ey chens etilersts agete tare fatale cane cane Seaeeenecs 
Nat yond lsc. a pele ete Gre “cote ceta ate sue te ie te eae erer ea store arene 
Re LON Sd yo eesdsten vers ciseckes dusters bi diehecohens eceute ts ls svelduens 
MOCAI 5 oaks ieces ts Solana toes terete pers Soi reves ever che cate arene ae 
M-167 


-iv- 


Appendix 
ie Number of Hospital Beds and Number of Beds Per 
1,000 Population,. By Type of Hospital Bed, 
Denmark, TONG s 65 oe 5 ae Ce elon Uo Wee oie gies cemneers fore umemanens 
II Adult Membership in Subsidized Sick Funds and Non- 
Subsidized Sick Benefit Societies, Denmark, 1939- 
19 Dn e's eae 00.6 61s © Olt. e ereS 8s eye bisls, wee. Srelece Giana wianrierpigEenerena 
nia Amount and Percentage Distribution of Revenue of 
Subsidized Sick Funds, By Type of Revenue, Denmark, 
LO39'-DOUO. v's o's seo ores erate ecelereis ole iulecdierees eos eientie (a erewerert es 
IV Expenditure of Subsidized Sick Funds, By Type of 
Expenditure, Denmark, 1939-190. 0. oeeue eet eee 
V Expenditures of Non-Subsidized Sick Benefit Socie- 
ties, By Type of Expenditure, Denmark, 1939-199... 
Bibliography 
LIST OF TABLES 
Table 
I Health Insurance Membership in Sick Funds and Sick 
Benefit Societies, By Type of Membership, 19l)9..... 
Lt Percentage Distribution of Membership, Number of 
Persons Certified Sick Per 100 Members, Number of 
Benefit Days Per 100 Members, and Average Number 
of Benefit Days Per Person Certified Sick, By Type 
and Sex of Member, Sick Funds, VOUO Ae oa Se etree ate es 
Iif Amount and Percentage Distribution of Sick Funds 
Revenues, By source, TOMO’ eka WS eee ees 
IV Amount and Percentage Distribution of Health 
Expenditures And Expenditures Per Active Adult Memter, 
By Type of Health Benefit; Sick Pundsa 1onoe ee: 
V Amount and Percentage Distribution of Hospital 
Expenditures And Expenditures Per Active Adult 
ote By Type of Hospital Service, Sick Funds, 
VI Amount and Percentage Distribution of Expenditures 
lero Benefit Societies, By Type of Expenditure, 
M-167 


Page 


55 


of 


By 


61 


65 


16 


30 


Be 


oi 


he 


5 


I INTRODUCTION 


Health insurance in Denmark, as in several other 
European countries, began during the latter part of the 19th 
century (1892) with the Revel o nent ot voluntary state-regulated 
and subsidized mutual aid socieities designed to assist members 
in the event of unemployment, ill health, death or other 
personal misfortune. The two-fold problem of illness, namely 
the service required to restore health and the concurrent need 
for income maintenance, was met through the provision of a 
wide range of health services as well as cash sickness allow- 
ances. 

The right to insurance benefits is obtained through 
membership in either state-approved and subsidized "Sick 
Funds" or state-approved and nonsubsidized "Sick Benefit 
Societies", Membership on a voluntary basis is available 
from 1 years of age, although all Danish citizens between 21 
and 60 years of age must hold membership in one of these organi- 
gation. While a citizen may not wish to be actively insured 
for health benefits, he must take out "oassive" membership. 
This membership does not provide benefits but does allow 
"nassive" members, together with their dependent children, 
to transfer voluntarily to "active" membership and receive full 
benefit rights, following a six month's waiting period, without 
age (1) or health qualifications. A person aged 60 years or 
over has the right to withdraw from membership, but withdrawal 
means the forfelture, inso facto, .of the right to invalidity 
(1) Except in the case of transfer to active membership ina 


Sick Benefit Society (non-subsidized), where an age limit 
of 4O years is in force. 
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insurance and old age vensions which are dependent upon 
continued health insurance membership. 

The national government ‘requires that the health 
‘benefits provided by Sick Funds and Sick Benefit Societies 
include genéral practitioner care, diagnostic services, 
hospital services, maternity services, and the provision of 
threerfourth of the cost of certain "vital" and "specially 
important" medicines.: Complete or partial. coverage: can be 
provided, on the decision of each: Fund. or Society, for private 
specialist services, convalescent care in special homes, dental 
services, home nursing services, three-quarters of the cost 
of certain drugs prescribed by the physician in cases of 
protracted and serious illness, spechacieee an other supple- 
mentary services. Cash sickness allowances are paid during 
illness, (after a’waiting period of four “days) and may extend 
for a period of up to 26 weeks within 12 consecutive months, 
ane for: Up 0 60 weeks within three consecutive calendar years. 
The value of the cash benefit is dependent upon the premium 
the member has paid, but may not exceed four-fifths of the 
recipient's regular wage. 

The Danish program is financed in the main from 
membership contributions, which are paid, by "passive" 
members, at a flat nominal rate and by "active members" at a 
higher rate which varies with the amount of cash sickness 
insurance the individual has decided to carry, and the scope 


of the voluntary benefits which the Fund or Society provides. 
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State-subsidized Sick Funds receive almost a quarter of their 
revenues from direct State or Jdocal subsidies. “In. addition, 
the Danish public health system, particularly the Danish 
hospital program, provides both free or low-cost public health 
Care services. 

The Danish scheme, while under national supervision. 
and control, is administered locally by nearly 1,600 Funds 
and Societies which aré largely self-governing. The effective- 
ness of this decentralization and local autonomy is aided by 
special consultative and appeal authorities. 

The health insurance program should be considered 
against the background of Denmark's social and economic 
setting. . The Kingdom of Denmark which-occupiecs=part of the 
Jutland Peninsula and a group of islands dividing the North 
and Baltic Seas, has an area of 16,575 square miles, about 
three-quarters of the area of Nova Scotia and supports a 
population of i? million people.) The density of population, 
253 persons per Square mites eiswmuch Larcer thane tne, ouner 
Scandinavian countries, although Denmark is the smallest in 
area, and is concentrated in the islands and the eastern part 
of Jutland. “About one half of) the population live in urban 
areas, 2O per cent in the capital, Copenhagen. 

‘Denmark has a smaller percentage of its population 
under 20 years of age than Canada, and a larger percentage 
over 65 years of age. Thirty-three per cent of the Danish 
populace is under 20 years as ccmpared with 37.3 per cent in 
Canada, while 8.7 per cent are over 65 years of age compared 


with 7.7 per cent in Canada. 
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The birthrate, which at pnexvecinnine of the century 
was about 30 per thousand, declined until it reached es per 
thousand in 1933. The rate then increased until 1945, but 
declined again to 18.9 in 1949. The death rate has remained 
relatively constant, from 10 to 11 deaths per thousand during 
the same period. 

Industry and commerce employ half the working people 
of Denmark, and another quarter are engaged in agriculture, 
the only important natural resource which the country 
possesses... The land, wnich is nearly all wrceductive, as 
farmed intensively, with over 75 per cent of the area under 
cultivation. 

The struggle for responsible government, which was 
a manifestation of the liberal spirit, swept Denmark, as it 
did many other European nations, in the latter half of the 
nineteenth century. This movement engendered social legis- 
lation which has. given Denmark one of the most advanced 


social welfare programs in the modern world. 


orn UE 
II HEALTH INSURANCE AND OTHER SOCIAL SECURITY PROGRAMS 


One of the important features of Danish health 
insurance development is the extent to which the system has 
been iteereten with other income security and welfare 
measures. This integration began as early as 1921, when the 
voluntary health insurance scheme which then existed was co- 
ordinated with a national compulsory invalidity insurance 
program. It was not until the passage of the Social Reform 
Acts in 1933, that any large scale systematic attempt was 
made .to co-ordinate-all- of the existingesocial-security 
schemes. This reform legislation, which has formed the 
Svructure wor, al) laver socials lerisiationgin Denmark ea con= 
sisted of four acts: the National Insurance Act, governing 
health and invalidity insurance and old age pensions; the 
Workmen's bompeneani on Acts; the Labour Exchanges and Unem- 
ployment Insurance Act; and the Public Assistance Act... The 
integration of the health insurance scheme with these programs, 
as the brief outline in the following Sections will indicate, 
emphasizes the pivotal position of the health insurance system 


in unc. Danish pattern of social sscecuriby: 


INVALIDITY INSURANCE 

ne national invalidity insurance program, first 
implemented in 1921, was closely integrated with both the 
health insurance and old age pension programs through the 


National Insurance Act of 1933. 
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The invalidity program, which is financed by 
compulsory contributions from both the insured and employers, 
as well as by subsidies from the national and local govern- 
ments, has, since its. inception, covered only pencane enrolled 
under national health insurance. Combined with the provision 
of cash benefits, the law requires the submission of benefi- 
ciaries to preventive and curative treatment, provided by the 
health insurance organizations with the costs to be refunded 
to these organizations from invalidity insurance Fund revenues. 
The collection machinery of the health insurance scheme is 


utilized to collect personal invalidity insurance contributions. 


OLD AGE PENSIONS 

Non-contributory old age pensions, subject to a 
means test and financed by general revenues, were first estab- 
lished in 1891. Since the passage of the National Insurance 
Act of 1933, membership in the health insurance program has 


been one of the qualifying conditions for receipt of an old 


age pension. 


WORKMEN'S COMPENSATION 

The Workmen's Compensation program is also closely 
related to the health insurance stystem, in that it presup- 
poses that all workers are covered for benefits under health 


insurance. Neither ordinary health services(t), nor seach 


a a a EEE pI a I a 


(a)eThe legislation makes provision for certain specified 
Specialist medical services and appliances. 
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maintenance is provided under Workmen's Compensation for the 
first thirteen weeks following Smeaecc 1 den, ace lusts assume 
that these areas of need are met for the worker through 
health insurance membership. 

All types of work accidents and most occupational 
diseases are covered by the scheme which is mainly financed 


by employers (86 per cent in 192-3), and state subsidies. 


OTHER SOCIAL PROGRAMS 

Unemployment insurance, family allowances, and 
public: assistance complete the social security system, but 
Onlysthe latter program is related to health insurance. 

The current public assistance program,: for which 
financial responsibility rests solely wiun local authorities, 
is designed to cover cases of need that fall outside the 
scope of the various social insurance and welfare schemes. 
It 1s specifically related to health insurance ins the-pro- 
vision of what is termed "special assistance". If special 
need is proven, financial aid may be granted to chronic 
invalids and mental cases, or to those who fall in arrears 
with their health insurance contributions or exhaust their 


quota of sick benefits under the health insurance seneme-. 
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IIf PUBLIC HEALTH AND HOSPITAL SERVICES 


The public health and: public hospital systems play 
an important part in the over-all functioning of the Danish 
health insurance scheme . The public health program, in 
addition to offering the more traditional preventative and 
curative Services for -contae ous-discases, (tuberculosis, 
cancer, mental illness, and so on, also includes: national 
programs providing maternal aid, child welfare and visiting 
nurs ine services that conplement ane services provided under 
the health insurance: program.>;Some notable provisions under 
these three latter schemes are: free preventive health 
examinations for all expectant mothers, free milk for all 
needy women during and immediately following pregnancy, 
public health nursing services to all homes with children 
under ;one: year, ~iIree medical examinabions ~for yall ore=school 
-and school children, and a national system of well-baby and 
chittdeweltare clinics. } 

Probably the most outstanding feature of the Danish 
public hospital system is the extent to which it makes low- 
Cost hospital cars, including all necessaryemedical, nursing 
and laboratory services, available to the entire population. 


In 19149, ward-care charges in general hospitals ranged from 
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a maximum of erowns (1) per day to as low as 0.6 crowns per 
day, depending on the district. (2) By means of local subsidy, 
even these low charges are reduced by one-half for Sick Fund 
members. Through these subsidies and discounts, complete 
medical services and treatment in hospitals are available to 
qid-abmominal cost. 

The hospital system is currently comprised of over 
300 curative institutions with over l,700 beds, or almost 
10.6 beds per 1000 population (1949). With the exception of 
four large general hospitals operated by the national govern- 
ment and a few private hospitals run by religious Neos 
the general hospitals traditionally are owned and operated 
by county and municipal authorities, subject to some super- 


vision by the national government. The general hospitals have 


(1) The Danish crown could be exchanged for 20.83, 15.92, 
16.03 and 15.28 Canadian cents on September lst and 20th, 
1949, September 1950 and 1951 respectively. It should 
not be inferred that the value vot Dantsh coodaa, and 
services can be discovered by a simple translation of 
Danish crowns into Canadian dollars at the going exchange 
rate. The differences between the per capita incomes of 
the two nations, the variations and fluctuations in 
price levels, and the fact that the goods and services 
are not necessarily equivalent in type or quantity, make 
this procedure yield only approximate results. 


The wide discrepancy between patient charges and operating 
COsuS per patient day 1s illustrated, by the fact that in 
1950 the operating cost averaged 20-30 crowns. 
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developed in a pattern which provides each county with at 
least one or two large central hospitals, equipped with 
medical and surgical departments anda in most cases with 
other special departments, and in addition, several smaller 
municipal hospitals. In 1950 this system included two 
medical centres, 26 Central Hospitals, and 107 District 
Hospitals, as well as 17 private hospitals mostly owned 
by Catholic orders. 

The provision of special disease hospitals for 
mental illness, epilepsy, invalidity, blindness, and deaf- 
ness, etc., is largely the responsibility of the national 
government. 

A recent summary of hospital capacity in Denmark 


is set out in Appendix I. 
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IV THE HEALTH INSURANCE PROGRAM 


The: health insurance program in Denmark operates 
through two distinct types of voluntary associations: state- 
approved, subsidized organizations called "Sick Funds": and 
state-approved, non-subsidized PERROTT ETON a Teele dane ter 
Benefit Societies". The Sick Funds constitute the ate core 
of the system, covering about 90 per cent of the insured 
population. Since both organizations provide approximately 
the same range of benefits, the following discussion deals 


mainly with the operation of Sick Funds. 
A. COVERAGE 


Persons with limited incomes are covered under the 
health insurance scheme through contributory membership in 
state~approved and subsidized Sick Funds (number ing 1,586 in 
1951). Persons with considerable "means", on the other hand, 
are covered through contributory monte eenis in the state- 
approved non-subsidized Sick Benefit Societies (18 in number). 
The income limit for membership in Sick Funds is adjusted | 
annually to correspond with the earnings es skilled worker, 
and also in accordance with variations in the cost of living 
by aréass> In assessing income, for this, purpose.) not only. 
current income but also capital holdings are taken into 
account. The upper income limits for Sick Fund active 
membership in 1950 were: in Copenhagen, 9,300 crowns; in 
provincial towns, 7,700 crowns; and in rural areas 6,700 
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crowns(1) , Active members of Sick Funds have a duty to 
notify the Fund when their income passes the upper limit, 
and are then transferred to passive membership in a Fund or 
to active membership in a Sick Benefit Society(2), 

The great majority of Danish citizens are enrolled 
in subsidized, Sick Funds. Membership in these Funds totalled 
more than 2.6 million persons in 199, as compared to about 
a third.of a million enrolled in Sick Benefit Societies during 
the game year, as shown in Table l. 

Membership in Sick Funds or Sick Benefit Sovtieties 
is usually determined on a geographical area basis, but some 
Sick Funds are restricted to a single trade or occupational 
group, In the latter case, provision is:made for members 
retaining their membership in the original Fund on changing 


occupation. 


TYPES OF MEMBERSHIP 

There are two kinds of membership offered by both 
the Sick Funds and the Sick Benefit Societies. "Active 
membership" may be applied’ for by any Danish citizen between. 
the ages of 1h and lO years who meets what appear; to be 
very lenient health qualifications. Membership of this type 
entitles the insured and any dependent children to full 
benefit rights in the event of illness. Wives of insured’ 


Sa I as Sone Bl Se Oe ee eee a ee 


See Dir Von 


A periodic income check is carried out by a local: govern- 
ment committee set up by the commune. Decisions of the 
committee must be approved by the Directorate. 
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persons must take out separate insurance and, in the case 

of Sick Funds, certain orphans under 15 years may be admitted 
to active membership in their own right. "Passive membership", 
however, is compulsory for’ all citizens over: 2l who are nov 
already or do not want to become, active members. Passive 
membership does not entitle the individual to benefits but 
only to the right to admission to active membership in either 
type of insurance organization at any age and regardless of 
health “condition, “The main’ object of compulsory passive 
membership is to urge people: fulfilling the conditions for 
active membership to join as such. In 199 the total health 
insurance membership, including approximately three million 
enrolled members and an estimated 938,000 dependent children, 
represented about 92 per cent oF the total population of 
Denmark in that year (.23 million). As shown in Table I 
below, of the total enrolled members, nearly 2./ million, or 
-almost 90 per cent had obtained active membership. Member- 


ship data for the years 1939 to 199 are given in Appendix II. 
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Table I - HEALTH INSURANCE MEMBERSHIP IN SICK FUNDS AND 
SICK BENEFIT eatin TYPE OF MEMBERSHIP, 
1949 


Aa CR em se ceed Loe lean BAA Nias ad See toi 8 rani cb ural 
Non-Subsidized 

Sick Benefit Vou. 
Societies 


Subsidized 


Type of Membership alae mune 


Active Eek? ee IOLO 316,000 2,699,000 
Passive “275,000 h, 000 279,000 
Total ‘+ 2,648,000 320,000 2,968,000 


Sources: Report of tne Direcuor of Sick Fund Activities, Year 
19149, Copenhagen, 1951. 


(1) Membership figures do not include children, but dependent 
children of active members of both types of insurance 
organizations are insured for the same health benefits as 
their parents at no additional cost. Danish authorities 
estimate that 823,000 children are eligible for health 
benefits by virtue of their parents! membership in 
approved Funds. Approximately 115,000 children are 
eligible, for benefits in, non-subsidized Sick Benehit 
Societies. 


B.  BOIGIBIEDEY 


Generally speaking, the health qualifications for 
both active and passive membership appear to be lenient, but 
the qualifications of Sick Benefit Societies are more re- 
strictive than are those of aia Funds. For example, when 
applying for membership in Sick Funds, persons who are 
chronically ill or disabled ee considered individuatiy, by 
the national supervisory authority, and such persons may be 


allowed to join as "impaired risks" for full health services 
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but limited cash venefits(l), Seek Benerrt Societies, jon 
the other hand, do not accept persons suffering from either 
temporary or chronic illnesses. 

A qualifying period: of six weeks is required of 
all active members before they are eligible to full benefit 
mignes, except for °condiisuons resulting from anreccident, a for 
maternity benefits which require a ten-month qualifying period. 
No qualifying period is required in the case of dependent Criei= 
dren. 

An active member of a Sick Fund whosé income increases 
beyond the limit specified for membership must transfer, with 
full benefit rights and Se any waiting period, either to 
the appropriate Sick Benefit Society or to passive membership 
in his Sick Fund. In the’s&dme way; Sick Benefit Society 
members who experience a decrease in income must transfer to 
a Sick Fund.) Financial» position, based upon inconmesand ‘capital 
holdings, is an important factor in determining col stieaM enka tients 
but this criterion is >tilexibie, since! a “verson’ sswiele 
finanedsl standing: is: taken ante account wand norriolde standard 
attempted. Furthermore, active members upon changing resi- 
dence, must transfer membership to the appropriate insurance 
organization. in the new area with fully accrued benefits. 

Beet ive members may transfer to active membership at 
any time regardless of health condition or age but they are 
not eligible for benefits* until six months after the transfer 


has been made. 


(1) persons in the "impaired risk" category may not insure 
themselves for cash benefits beyond a maximum of 3 crowns 
per day. 
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C. BENEFITS 
GENERAL PROVISIONS 
(1) Scope 

Benefits provided by Sick Funds are classified 
into two groups: mandatory benefits, with their scope and 
nature specified by the Act; and permissive benefits. 
Included in the former group are general: practitioner 
services, hospital services, maternity services, the partial 
provision of certain drugs, daily cash allowances, and 
funeral aia.(1) 

The permissive benefits which Funds may provide 
are partially delineated by the Act, and partially ina set 
of ."model rules", prepared by the Directorate, upon which ae 
rules of all the Funds are based. The Funds may only modify 
the less important provisions of these "model rules", and | 
while: they are free to decide which permissive benefits they 
will provide, the nature and scope of the benefits must 
largely conform to the "model rules". Generally, the per- 
missive benefits include; on either a full or partial basia; 
such services as specialist treatment, dental services, 
convalescent home care, additional types of drugs, home | 
nursing services, massage treatment, bandages and surgical 


appliances, and spectacles. In the discussion which follows, 


(1) 
Approximately the same range of benefits is Vi 
provided by 
both Sick Funds and Sick Benefit Societies; details given 
here apply specifically to Sick Funds. 


M-167 
Boe 


= Ones 


benefits of the permissive. type will be: specially noted as 
Atel. 
Cae Duration 

The regulation of the duration of health service 
benefits is such that, if a member receives any type of 
treatment for as many as 20 days. in three consecutive years, 
he is transferred to passive membership for at least 12 
months; at the end of this time, reinstatement to active 
membership is permitted if medical certification of good 
hegith ts provided. With recard..to this Limitation. a. non- 
official source (1) reports that. it 1s rather complicated to 
acminister and is not ‘applied rigidly. “Por example, in che 
case of members. who are. hospitalized and are: corcurrently 
invreceipt of other services, only one of the services. is 
counted against the 20 days.. Similarly, if an insured: person 
Ps. 2eCelLVI ne drug benefit, and is Unde rsp he sears “Of sadoaclor, 
only one of these benefits is ‘counted in calculating the 


"days of service”. 


HEALTH BENEFITS 
(i) Medica vabenetics 
(a) General Practitioner Services 
peope <= servaces, cover. all oClfice and nome “consuiua— 
tions and necessary treatment, plus bandages and medicants 


used in treatment, and travelling expenses in rural areas. 


ee 


(1) Peebles, Allon, Health finsurance: in Burope, Reports of 


Chairman of British Columbia Health Insurance Commission, 
140s pe tes 
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Method of Computing Duration - The method of 


computing the 20 days' treatment for which a member is 
eligible over a period of three consecutive years is as 
follows: if medical attendances are on consecutive. days, 
or if less than one week intervenes between attendances, 
the days are counted as continuous; however, if more than 
one week intervenes. between attendances, only the exact 
number of days of treatment are counted against the 20 
days. 

Procedure for Obtaining Services - About three- 
fourths of the total number of actively-insured members of 
Sick Funds obtain general practitioner services from physi- 
cians receiving their remuneration based on a flat annual 
payment per capita (the capitation scheme); under this 
arrangement, patients are allowed free choice of any doctor 
on a yearly basis. The remainder of the actively-insured 
receive such services from fee-for-service practitioners, 
whereby they are free to choose from among any'of the 
practitioners operating within a specified radius (believed 
to be a radius of six miles from the location of the Sick 
-Fund to which they belong). pome.~Funds ona fee=for=- 
service basis may require that the members retain the same 
doctor for a year, but in others there is no stipulation 
whatever concerning the retention of a particular doctor, 


regardless of his method of remuneration. 


(b) Diagnostic Services 


Practically 911 x-ray and laboratory-diagnostic 
services in Denmark are provided by the hospitals, (1) to 
both in-patients or out-patients. Members of the Funds 
receive these services without charge, for aye Funds pay the 
flat-rate, inclusive, hospital charges (2) for their members, 
if they are in-patients, or the scheduled fees for out- 
patient services. 

(c) Specialist Services 

In Hospital (mandatory) - All specialist services 
in hospitals are provided as a part of hospital treatment, 
and there is no benefit for this category of service as 
SUCH. Soeene iene specialist care(3) is provided in hospitals 
at a fixed schedule of fees, which the Funds pay in full for 
their active members. 

Outside of Hospital (permissive) - All Funds make 
- some provision for specialist treatment for their non- 
hospitalized members. The scope of the services available 
varies considerably. The widest range of specialist 
services (which nearly always includes an eye, ear, nose and 
throat specialist) is provided by the Sick Funds in Copenhagen. 


(1) Some diagnostic work is also carried out by the state= 
operated "Serum Institute”. 


(2) ge¢ "Hospital Benefits", p. 22. 


(3) The out-patient services which hospitals must provide are 
specified in the hospital's regulations together with the 
rates which they may charge for these services. 
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A few federations of Sick Funds (i.e. Central Unions) have 
entered into agreements with other specialists, such as 
dermatologists. 

(2) Hospital Benefits 

The hospital services should be viewed in the 
light of the previously mentioned low-cost hospitalization 
available through the public hospital system.” The hospital 
service benefits simply eliminate what, to begin with, are 
comparatively negligible patient charges. 

All Sick Funds in Denmark make provision for 
complete treatment for remedial purposes in public general, 
tuberculosis Ae mental hospitals up to a maximum period of 
420 days within three consecutive years. Some Funds also 
undertake to provide treatment at other remedial institutions, 
such-a@s convalescent homes, but none ofthe Funds provide 
benefits for maintenance in institutions for the mentally 
defective, the blind or the deaf and dumb. 

(a) In General deen ane. 

The services in public general:ihospitals include 
complete in-patient treatment, ive., diagnostic and x-ray 
services, general and specialist medical and: surgical treat- 
ment, nursing services, bandages and drugs used ‘in treatment, 
and also transportation to and from hospital for patients in 
rural areas. In addition, al]1 Funds pay for their members! 
treatment in out-patient departments and for follow-up care 
after hospital discharge. Services provided in private general 


hospitals correspond to those providedin public institut ionss, 
M-167 
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(b) In Special Hospitals and Approved Institutions 


Sick Funds provide full benefits for the maintenance 
and treatment of psychotic patients (but not mental defectives) 
in state, county or municipal mental hospitals, and for patients 
Phelubernculosis hospitals sno sanatoria, and institutions tor 
the treatment of cancer. 

About 80 per cent of the Sick Funds provide care 
in convalescent homes (a permissive benefit), but only if it 
constitutes the final stage of treatment. It should be 
noted in this connection that seven of the 23 state-approved 
convalescent homes in Denmark are owned and operated by Sick 
Funds Or Tederations of Sick Funds. 

(3) Maternity Benefits (1) 

Full maternity services, covering midwife, medical 
and hospital services, are available to all women who have 
had active membership in a Sick Fund for at least ten months. 

Midwife services consist of attendance by a trained 
midwife during confinement. Physician services are provided 
in cases where the attending midwife judges it to be necessary. 
Pinally, the hospital maternity services provide full*hospaval 
or maternity-home services if the attending midwife or physi- 
Chan anuacapave. a dificult birth. 

(4) Pharmaceutical Benefits 

Important or "vital medicines" are partially pro- 

vided under the benefits on the recommendation of a medical 


vpractitioner. Such benefits include insulin for diabetes, 


(1) For cash maternity allowances, see Cash Benefits, p. eG; 
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liver preparations for pernicious anaemia cases, and luminal 
for epileptics, ie.%, medicines which ane usually required 
over a long period and, therefore, are costly. Provisions 
exist for adding, other preparations to the. "vital medicine" 
category. 

In addition to providing three-fourths of the cost 
of "vital medicines", the Funds, as a mandatory benefit 
must pay, under a 1951 amendment to the Act, three-fourths 
of the cost of a series of drugs grouped together as "specially 
important", (1) and: may pay three-fourths of the cost of certain 
prescribed drugs (é) in cases of serious and protracted illness. 
(5) Other Benefits 

As well asi specialist and convalescent carezand 
"other medicines", a variety of additional benefits are 
provided: on-s permissive basis, to supplement, the basic com. 
pulsory benefits, Most Sick Funds provide partial dental 
benefits covering extractions and preventive treatments, and 
three of the Funds operate their own dental clinics for this 
purpose. ‘About.one-half of the Sick Funds provide full 
benefits covering home nursing Services in addition to the 
nursing services provided under the hospital benefits. These 
services.may consist of either brief visits or of full day- 


care, depending on the circumstances. 


Se oe ae. ee ee ee 


Formerly one-half the cost was met by the Funds, as a 
permissive benefit. 

2 

ie A new drug benefit. Includes certain hypnotics, seda- 
tives, analgetics, antipyretics, antirheumatics, antacids, 
and remedies for local application in skin diseases and 
infections of the macous membranes. 
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About two-thirds of the Sick Funds provide benefits 
covering massage treatment while about one-half provide bene- 
fits covering medicinal bath treatment; both:these services 
may be provided on a full or partial basis. Some of the 
Funds own and operate special massage clinics that provide 
treatment under specialist supervision, e.g., Funds in 
Copenhagen operate three clinics of this type while 2h other 
Funds in'out-lying areas also maintain similar Crinvess 
Finally, some Funds provide partial benefits covering 


bandages, surgical appliances, and spectacles. 


CASH BENEFITS 
(1) Cash Benefits for Income Maintenance 

Cash benefits for income maintenance during an ill- 
ness involving loss of working capacity are payable to active 
members for a maximum period of 26 weeks within 12 months 
and a maximum of 60 weeks, in the course of three consecutive 
years. The amounts, which vary from . crowns to 6 Crone 
per day (1949) but which must not exceed four-fifths of the 
person's average daily wage, are paid after a four-day wait- 
ing period-upon certification of incapacitation by the 
patient's own physician. All active male members over 18 
years of ae must insure themselves for this benefit; males 
under 18 and women are under no obligation to do so. 

As will be noted in the financial discussions on 
the Danish program, much greater emphasis has been placed on 


the treatment of sickness, than on the provision of cash 
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sickness ‘benefits. According to a responsible Danish official, 
the certification of incapacity very rarely involves abuse, 
probably because of the fact that most. of the EO Case aot C1 
Funds are small with their members well acquainted, and also 
that the cash, benefits are not sufficientiy large to encourace 
abuse. 
(a) Utilization 

In. 1949 about 2,373,000 active members of Sick 
Funds were eligible for cash sickness allowances. Ninety- 
five per cent of these persons, distributed about equally as 
between men and women were "ordinary members", that is those 
who met the upper age limit (lO years) and health qualifications 
at enroliment, and subsequently had not become chronically ill. 
The remainder included three per cent of the total membership 
who were admitted to the Funds in 1933, when the present 
program was inaugurated and were over 0 years of age at that 
time. These so-called "older" members together with an addi- 
UlOnval two Der cent, classifieds as persons, culterime trom 
chronic ‘diseases, complete: the total elieible for cash 
Dene tus, 

As shown in Table II (gee page 29) the "older" 
members and those suffering from chronic diseases in 19h9, 
had considerably higher utilization rates than the ordinary 
members. In fact certification of illness of those with 
chronic diseases, (the "impaired risks"), was about double 
the rate of certification of ordinary members and the former 
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members, as a group, were incapacitated for about three 
times as long as ordinary members and almost twice as long 
as "older" persons (at least 55 ‘years of age or more in. 
1949). In examining the rates of certification per hundred 
insured members, and the number of benefit days per member 
certified sick, it should be noted that while more chronic 
members were declared eligible for benefits than members in 
the other two groups, the fewer "older" Renbantanne were 
certified ill received the benefit for feeniyqtre same 
period of time as the chronically si hi Po-ivinetnater while 
the ordinary members. cepriiied (sichrreceivedecashnibenct ius 
for an average of 31.5 days, the "older" and chronic disease 
class received such payments for about 3.8 and lS.7 days 
MOSpeEclIVeEly tein short, var larce proportion of the so-called 
"older" members were suffering from ayconte diseases requir- 
ing a longer duration of incapacitation. 

Considering the utilization experience of men and 
women, it appears that those women classed as ordinary mem- 
pers not only bead ia niener: rave. or <ertdei cations as a group, 
but also-the average duration of ilinéss for women tertified 
{1l exceeded the male rate by about 2% days. The disparity 
between the male Apu vasaeule rates for those chronically i112 
is Seta Peer noticeable. In the so-called "older" group, 
however, considerably fewer women than men were certified 
Sitk and tieir meat aoe OF Alineéss was on the averace a full 


day shorter. 
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Since the Danish cash benefit program only pays 
such benefits after a four-day waiting period, it can be 
inferred that the average period of incapacitation per mem- 
ber insured was .6 plus:an additional four-days! waiting 
Serica or a total of 8.6 days. The average period for those 
members certified as incapacitated then rises from 32. to 
36. days. 

(2) Cash Maternity Allowances 

If insuréd:. for cash allowances during ordinary 
illnesses, women are entitled to daily cash maternity 
allowances, in the same amount, (l-6 crowns per day je for 
fourteen days during confinement. For working women, this 
allowance is available for a period of 8 weeks before con- 
finement and for the third to the sixth week after confine- 


ment. 
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V FINANCING THE HEALTH INSURANCE PROGRAM 


The financing of both the subsidized Sick Funds 
and the non-subsidized Sick Benefit Societies is discussed 
below for the year 1949. The expenditures of these two 
types. of organization ‘in that. year wére 161.9° million 
crowns and 17.5 million crowns, respectively, and repre- 
senued, in“total, abouv one per. cent of national income (1) , 

Details of the revenues and expenditures of Sick 
Funds for the years 1939 to 1949 are given in Appendices 
III and IV. Expenditures of Sick Benefit Societies for the 
same years are given in Appendix V. 

A. -SICK FUNDS 
REVENUES 

Direct contributions from members are the chief 
Source Ol pevenue of the, Danish Sick Pundsmas Shown un 
Table ill< state subsidies “comprise only about 2u per- cent 
of revenue and subsidies from local authorities about 2.5 
Der cent. 

(1) Members't Contributions 

The total revenue from the contribution of both 
active and passive members was approximately 116 million 
crowns in 1949, or about 70 per cent of the total revenue from 


all “sources Tor that, year. 


ss 


It should be noted that these expenditures do not cover 
all Danish health ineurance costd> factore suchas the 
reduced hospital charges for Sick Fund members and 
partial benefit rates would have to be considered in 
estimating total costs. 
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(a) Active Members' Contributions 

The contributions from active members, which amount 
to about 99 per cent of total membership. contributions, vary 
with the amount of cash maintenance benefits for which the | 
person is insured. Furthermore, since expenditures for both 
health services and cash benefits vary between Funds, these 
two factors combine to cause considerable variation in contri- 
bution rates of members. The average monthly contribution 
paid by active members of Sick Funds is approximately four 
crowns. 


Table III - AMOUNT AND PERCENTAGE DISTRIBUTION OF SICK 
FUND REVENUES, BY SOURCE, 199 


(ooo crowns) 


Source of Revenue Per Gent of Total 


Membership contributions: 


Active 114,960 70.0 

Passive "709 Ov 
State subsidy | 3,056 207 
Commune subsidy 3 ear 
Interest ie! 
Control charges(t) roe 
Other bee 

TOTAL 


Source: Report of the Director of Sick Fund Activities, 
Year 1 » Copenhagen, 1951. 
; | | 
(1) Control charges refer to the extra fees required of 
patients who request service either on public holidays 


or during the night, or request service which is con- 
sidered not immediately necessary. See p. 0. 
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(b) Passive Membership Contributions 


The passive contribution rate, which is standard 
for all Funds, is set at the nominal sum of 2.) crowns per 
year. Contributions from passive members are collected 
annually by the Sick Funds. Passive members over 110 years 
of age, whose payments fall in arrears for over five years, 
forfeit their right to become active members and also their 
rights to invalidity and old age pensions. However, local 
public assistance may be obtained by needy persons to meet 
insurance payments. 

(2) Government Subsidies 
(a) From the National Government 

The other major source of revenue for Sick Funds is 
by way of subsidies from the national government. These 
subsidies, the amounts of which are regulated annually by 
legislation, totalled approximately 3h million crowns in 
19149 and represented about 20 per cent of the total revenue 
for Sick Funds. It should be mentioned here that the direct 
national government subsidies to Sick Funds ‘in 1948 repre - 
sentedionily about. 3.3<per ¢eent voli the! total) socialy expendi— 
tures by the government for that year. 

The national government subsidies are apportioned 
to Sick Funds on the following basis: 

(i) a. subsidy of two crowns per year for every 


active Sick Fund member; 
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(ii) a subsidy represénting one-fourth of the 
total annual expenditure of each Fund on 
health and cash benefits, (excluding expendi- 
tures on non-vital medicines, prostheses, 
spectacles, and so on). 

(141i) a subsidy to each Fund equalling three-eighbhs 
of the amount that thé average total expendi- 
ture on benefits to persons chronically disabled 
on Admission to a Sick Fund exceeds the average 
total expenditure of the Fund for its other 
members. (1) 

(iv) a subsidy representing one-quarter of the 

Fund's expenditure on maternity benefits. 

It should be mentioned that state financial partici- 
pation is limited :to a.proportion of expenditures, on benerivs 
only; the total cost of local sdministrationmd s borne “by the 
Fundae 

(b) From Local Governments 

Cash subsidies from local government authorities 
repressnt only a stiall fraction of the; totaly revenue Of Aer 
Funds; in 1949, the four million crowns obtained from this 
source represented only 2.4 per cent of total revenue. 

In addition to the rather small direct monetary 
grants from the local governments, these authorities, howéver, 


grant the following important forms of assistance to the Pumds: 


—-. 


A Danish official has pointed amt the inadequacy of this 
method of subsidization, and expressed the opinion that 
this provision may be abolished when the Act is amended. 
No alternative method was suggested. 
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{3.) reduction of hospital charges for Fund 
members by at least half of the hospital's 
standard scale of charges; 
(ii) transportation to doctors! offices and 
hospitals if Fund members live more than 
a certain specified distance from centres 
of treatment; medical practitioners likewise 
are given free transportation to members! 
homes (expenditure in 1945 was puta ¢e 
crowns); 
(iii) aid towards paying membership contributions 
for those temporarily unable to maintain 
payments in 1945, local authorities paid 
Me Oo md ison crowns for this purpose; 
(iv) aid towards the cost of benefits for persons 
having chronic disabilities on admission to 
Funds: this. particular formvot escieavence 
matches the national government's subsidy 
of three-eighths of extra expenditure; 
(v) supplementary grants for special projects. 
(3) Other Sources of Revenue 

The remaining sources of revenue to Sick Funds, 
ae together, account for only a small proportion 
of the total revenue, just over 6 per cent in 199, as 


shown in Table III. 
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EXPENDITURES 

The total expenditure of Sick Funds, which rose 
from 76.3 million crowns in 1939 to 161.9 million crowns in 
1919 in spite of only a slight increase in membership over 
the period (see Appendices II and IV), represented, in 1949; 
an average annual expenditure per active adult member of 
68.25 crowns including administration. Health care benefits, 
which épst 117.1 million crowns in 1949, or 9.37 crowns per 
active adult member, have consistently been the largest 
expenditure and accounted for approximately 72 per cent of 
the total 1949 expenditure. This proportion of expenditure 
on health services compared with that on cash maintenance is 
in contrast to the Swedish health insurance program, where 
health care benefits account for only about 28 per cent of 
total benefit expenditures. 

Cash maintenance benefits in Denmark accounted for 
only about 10.5 million crowns in 19.9, (1) or only 6.5 per 
cent of the total expenditure, while administrative expenses 
totalling 19.1 million crowns represented almost 12 per cent 
of the total. The remainder of the expenditures for the 
year, amounting to 15.0 million crowns, or approximately 
1.0 per cent of the total, covered miscellaneous items 


(including expenditures for funeral benefits). 


an earenaccanet erin terest ensehinlln panne eindtaaremee ate ceaeapd diaray ine ipaerspdensa ve snsoverbnndipepesentesaeoectioonnegefoesesectvat-eneancnlp-oeedinpiensbk cis apsinbipsbcekgs Reamantvnebiaeeiactec Lankgiadkore somaceend 


(1) 


It is estimated that if the provision of cash benefits 
did not involve any waiting period (4-7 days at present) 


the costs would increase about 20 per cent for men and 
10 per cent for women. 
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(1) Division of Cost of Health Benefits 
A summary of health benefit costs to Sick Funds 
for the year 1949 is given, by type of service, in Table IV 


following. 


Table IV - AMOUNT AND PERCENTAGE DISTRIBUTION OF HEALTH 
EXPENDITURES AND EXPENDITURES PER ACTIVE 
ADULT MEMBER, BY TYPE OF HEALTH BENEFIT, 
SICK FUNDS, 1919 


| Health Expenditures 
I'ype of Health Benefit rate Per Gent! Per hetive 
of Total} Adult Member 


‘1Q00 crowns) (crowns) 
Medical practitioner 52,210 bh .s 22 300 
-Hosvital(1) P2LOI LOWS 9.65 
Pharmaceutical: gos be 15.6 Wave. 
Dental 8,258 Tee Biull) 
Maternity (medical 
and midwife) (2) 7.035 onde 2.96 
Home nursing 2,562 ene 1.07 
Appliances, spectacles een 2.5 eee 3 
Massage, baths ibe aule 1.5 One 
Convalescent home i220 10 0.51 
Total 117-5157; 000 19,37 


(1) Hospital expenditures include all in-patient physician 
and specialist services. 


(2) Expenditures for maternity hospital services are included 
in the amount shown for hospital services expenditures. 


+ BBr- 


(a) Medical Practitioner Costs 

The cost of medical practitioner services has con- 
sistently represented the largest single item of expenditure 
on health benefits. The 52 million crowns expended by Sick 
Funds on medical practitioner services (general and specialist) 
in 1919 accounted, for 4.5 per cent of the total health ser- 
vice expenditures for that year, as shown in Table IV, and 
represented an average expenditure per Mere cae member of 
Cleo sCr Owns « 

As was mentioned previously, general practitioners 
receive payment for their services from Sick Funds, under 
either a capitation or fee-for-service arrangement. About 
three-quarters of the total membership covered by the scheme 
obtain service from general practitioners receiving their 
remuneration under the former arrangement. Those specialists 
who are under agreement to provide consultation and treatment 
services outside of hosvital, are generally. remunerated on 
a capitation basis in urban areas and a fee-for-service basis 
in rural areas. If no agreement exists, the Fund may assume, 
under its rules, a certain percentage of the specialist's 
charges to the member, the maximum generally being one-half 
the bill, but not exceeding 50 crowns. 

In-the light of the fact ‘that Specialistwcarcaa. 
available as part of the hospital services, it is interesting 
to note that the out-of-hospital medical services are very 
largely restricted to general practitioner care. As can be 
seen from Appendix IV the proportions of the total cost of 
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medical treatment spent for general practitioner and 
specialist services, were approximately 81 per cent and 
19 per cent respectively. 

Unpublished information supplied by the Minister 
of Social Affairs indicates that whereas the average annual 
expenditure of Sick Funds on general practitioner services 
was 17.9 crowns (1949), such services, when provided by 
physicians remunerated on a capitation basis cost an 
average of 16.72 crowns ate saasc as compared to 21.06 
crowns under the more costly fee-for-service method of 
remuneration. | 

In considering the total remuneration of aces 
tioners from the insurance scheme, it should be mentioned 
that with respect to general Dre cee tones on capitation, 
the annual payment per ordinary member is increased by 50 
per cent in cases considered as "impaired risks", that is 
those sufferine from chronic disabilities. “Such members pay 
the same contribution rate as ordinary members and the 
additional expenditures on their behalf are met by the Fund, 
with the assistance of special state and local erants, (1) 
Chronic members of Sick Benefit Societies, however, are 
required to pay contributions increased by SO per cent in 
order to cover additional expenditures on their behalf. 


a a ee Te a aE TA 


iy See pages 3.and 35. 
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As well as the special payments. mentioned above, 
physicians also receive additional remuneration from the 
Funds for service to chronic patients for night and holiday 
Carls. .In- case of doctors” on fee-for-service, the usual 
fee is increased by 75 per cent, while for those under 
capitation, a special payment, the usual feé-for-service 
fes increased by 60 per cent, is made. 

Control Charges - Two types of deterrent or 
“control” charges, apparently to discourage unnecessary 
service demands by patients, are paid by the members 
themselves under both the fee-for-service and capitation 
systems of remuneration. In the. latter case the charges - 
two crowns for an office visit and four crowns for a home 
visit -. are levied only when a member uses the services of 
a doctor outside of office hours, particularly on public 
holidays and. during the night. However, it seems that when 
such demands are Considered as not being immediately neces- 
sary, the member must pay the whole cost of the services 
rendered. Patients receiving service from fee-for-service 
practitioners are required to pay a small sum for each visit 
to a doctor's office (half a crown), or for service rendered 
in the home (one crown). Some Funds using the fee-for- 
Service method, also require that the above -mentioned 
capitation control charges be paid for holiday and night 
calls. Similarly, when such overtime attention is requested 
without being immediately necessary, the oes are required | 
to pay the total cost of service. Physieiantcahisator 
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accident or maternity cases are not sub ject to, control 
charges regardless of when they occur. 

It appears then that the small payments required 
under either method of remuneration are not so much in the 
nature of control charges, but rather to remunerate physi- 
clans, for holidays and night calls. The rule. which re- 
quires the patient’ to pay the total cost of unnecessary 
night and public holiday calls, however, appears to be 
the basic technique developed to restrict abuse of service. 

The rates..of remuneration to physictans are fixed 
by local negotiation between the seaneeen panes of Sick 


1), Apparently 


Funds and of the provider's. of service | 
these rates are fairly uniform throughout the country. No 
data are available on the number of physicians invSick sound 
Practice, but practically:adl general practitioners: are 
said to*practice under this program, The average annual 
income from insurance practice in 1949, considering all 
general practitioners, amounted to approximately 22,000 
crowns or about #,500 Canadian.(@) It should be emphasized 
that physicians! incomes are derived not only from a fixed 


annual per capita fee, or on an agreed fee for each ser- 


vice, but also include rather considerable special remunera- 


tion payments, as discussed above. 


TL ed ee LS RES STL SI CC Rint Ts ROME OR RIAL oF 2 an 
(1) see pp. 8-50. 


ia) See footnote Ores Ls 
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(bo) Hospital Benefit Gosts 
Hospital expenditures, amounting to fe Oma elton 
crowns, represented the second largest item of Sick Fund 
expenditures in 199. Hospital costs, as shown in Table V, 
averaged 9.66 crowns per active member and accounted for 
19 per cent of the total health service expenditures. The 
average cost per patient day for Sick Fund members (adults: 
and children) in 1948 was 3.01 crowns, (1) 
An interesting feature of the Danish program is 
its provision for "impaired risk" coverage of chronic ill- 
ness. In this regard, it is noteworthy that expenditures 
for mental and tubercular patients in 199 accounted for 
seven per cent of the total expenditures for hospital ser- 
wice benefits for that year: 
Table V - AMOUNT AND PERCENTAGE DISTRIBUTION OF HOSPITAL 
EXPENDITURES AND EXPENDITURES PER ACTIVE ADULT 


Se BY TYPE OF HOSPITAL SERVICE, SICK FUNDS, 


Hospital Expenditures (1) 


Per Cent 
of Total 


Type of 
Hospital Service 


Per Active 


Ay t 
Amount Adult Member 


('O00 crowns) 


Public 

rei. ae 

Tuberculosis 0.43 

Mental 

Travelling 
POPAT, 


Source: Report of the Director of Sick Fund Activities, 
Year 1949, Copenhagen, 1951. 


(1) 


Includes expenditures for maternity services in hospital 


Se a Te i A Se Ae ot ae Pra Ee Re LEA Wa Se eR Tes Sa eT 
(1) ; 
an aa been mentioned previously, the charges against 
ick Funds represent only a fraction of the actual cost 
from 20-30. crowns per day in 1950. 
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(c) Pharmaceutical Benefit Costs 

Pharmaceutical supplies accounted for the third 
largest item of Sick Fund expenditure and cost 18.3 million 
crowns in 199, or an average of 7.71 crowns ver active 
adult member. This expenditure represented 15.6 per cent 
of cost of the total health service for that year. The 
national drug bill, however, would be almost double this 
amount, since in 1949, Sick Funds paid only three-quarters 
of the cost of the "vital medicines" and only one-half of 
the cost of other "specially important" medicines (a per- 
missive benefit until 1951). A breakdown of the 18.3 million 
crowns expended in 199 shows that 15.8 million crowns, or 
86.3 per cent of the amount, was spent on "specially 
important" medicines, while the remainder was expended on 


"vital medicines" (see Appendix IV). 


B. SICK BENEFIT SOCIETIES 


REVENUES 

The total revenue of Sick Benefit Societies in 
1949 was 18.5 million crowns, or about 11 per cent of the 
total revenue of the subsidized Sick Funds for that year. 
Sick Benefit Societies, which offer persons "with means", 
benefits comparable to those offered to the active members 
of the subsidized Sick Funds, receive no subsidies from 
either the state or local governments and are financed 


entirely. through membership contributions. 
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The total expenditure of the Sick Benefit Societies 
hor 1949 was 17,519,000 crowns, representing an eerie 
of 55.lh crowns per active adult member, including edniinte 
| bration: These figures compare with a total expenditure of 
161.9 million crowns, or an average of 68.25 crowns per 
Be eee Rey member, by the subsidized Sick Funds, which 
cover Bu povennaeen ales 90 per cént of all actively insured 
persons. 

(1) Expenditures by Items 

The 1949 expenditures of Sick Benefit Societies 
are shown in Table VI below. ‘Expenditures, as in the case 
of the Funds, are largest for medical practitioner and 
hospital services. It will be noted, however, that expendi- 
tures.on.pharmaceuticals, maternity services and cash main- 
tenance benefits, represented very small payments by the 
Societies, both in absolute and relative terms. The absence 
of dental care benefits and the proportionately large sums 
spent on massage and baths by the Societies, as portared to 
the Funds, should Also be noted. Considering only the amounts 
spent. on health care benefits, i:e., excluding the cost of 
cash sickness benefits and administration, the Societies 
Spent an average of 9.21 crowns Der active adult meen as 
compared to 49.37 crowns by the subsidized Sick Funds,,. 
indicating that, while the respective organigzations are 
placing a different emphasis on the type of benefit offered; 
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they are providing, in monetary terms, total benefits of 


about the same average value to each member. 


Table VI - AMOUNT AND PERCENTAGE DISTRIBUTION OF EXPENDI- 


TURES OF SICK BENEFIT SOCIETIES, BY TYPE OF 
EXPENDITURE, 19)9(1) 


Per Cent 


Type of Expenditure of Total 


Amount 
(crowns in million) 


Health benefits 


Medical practitioner services pay 51.9 
Hospital services 9h 22.5 
Massage and baths 8 8.4 
Medicine and drugs 330 
Maternity Pah 
Cash benefits 3.0 
Administration oe 


TOTAL 


Source: The Danish Board of Health, 1950. 


(1) Por 1939-19h9 data, see Appendix V. 


(2) Does not total exactly, due to rounding of figures. 


-—u7 = 
VI ADMINISTRATION 


A notable feature in the administrative develop- 
ment of the Danish health Pasunawae program is the extent 
to which autonomy of local operation has been retained by 
the large number of separate insurance associations con- 
stituting the system. This is seedteabkd interesting im 
view of the concurrent emergence of greater unified central 
supervision by the national government . To ensure the 
effectiveness and continuance of this local autonomy, 
Special bodies have been established representing the 
interests of the local insurance organizations at the 
national and regional levels of administration, A dis- 
cussion of the administrative organization of Sick Funds 
follows, with particular attention to the methods by which 
contractual agreements for-.service are’ arranged. Sick 
Benefit Societies are supervised by the same national 
authority as the Sick. Funds and their operations are sub- 


ject to the approval of this authority. 


NATIONAL 


The Sick Fund Directorate in the Ministry of 
Social Affairs is the chief administrative agency of the 
health insurance program at the national level. Its func- 
tions include: approving Sick Funds, supervising operations, 
determining financial adequacy, paying the amounts due as 
public susidies, and recommending to the Ministry of 
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Social Affairs the authorization of the contracts made by 
the Funds we ate practitioners, dentists, and midwives. 
In exercising this latter function, the Directorate is 
empowered to Hanayeamannee the aes of payment fixed in 

the contract are in suitable proportion to the service to be 
provided, but this power is rarely used, since agreements of 
service are generally established by negotiation between the 
parties concerned. 

Two separate bodies, composed of delegates represent- 
ing the Sick Funds, assist the Directorate at the national 
level, One of these, thé Sick Punds Council has, “as its most - 
important function, the responsibility for making recomnenda- 
tions vo: the Ministry every three years, concerning the income 
and capital limits which should be fixed for active member- 
ship'2), as well as presenting its opinions on government 
proposals to amend the Sick Fund legislation. The other body, 
called the Confederation of Central Unilong, 1s the non-orficiral 
national organization of Sick Funds which, although without 
legal responsibility, negotiates with the Directorate all 
important matters affecting the scheme as a whole. The Con- 
federation also sanctions the agreements of service negotiated 


by the Funds at the regional level. 


a a a aE ee LN ARO ECE A DOSES PE EDIE BS TE SS 


(1) 


A number of the members of this Council form a committee 
which acts as the supreme tribunal in disputes arising 


out of transfers of members from one Sick Fund to 
another. : 


M-167 
Bibe 


=o) > 


Arbitration machinery is provided at the national 
level for cases involving contractual disputes between Sick 
Funds and’ the Medical Association. This machinery consists 
of a ministerially established Arbitration Council of six 
elected members (three representing the Sick Funds and three, 
the medical profession). The Council's decisions are binding 
on both parties except in cases where one of the parties has 
not agreed to bring the dispute before the Council. In the 
latter instance, the cases go before the Minister of Social 
Affairs who attempts to negotiate a settlement. Referrals 
to the Arbitration Council on disputes involving the liabii- 
ity of a Fund, with respect to individual physicians are rare, 
and are settled locally by negotiation between the opganiza- 
tions concerned, 

While disputes between the medical profession and 
Sick Funds are under consideration, physicians must continue 
to serve Fund members for a period of not longer thah three 


months on the game basis as before. the dispute drose. 


REGIONAL 


At the regional level, Sick Funds are organized 
into Central Unions, the executives of which are elected by 
ES neers committees of the component local Sick Funds. The 
Central Unions are responsible, with the approval of the 
national supervisory authorities, for negotiating agreements 


of service on behalf of the Sick Funds with the local branches 
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of the Danish Medical Association and with specialists, 
dentists and midwives. In practice, however, many agree- 
ments are negotiated jointly by Central Unions representing 
a certain region, and the agreements with midwives, den- 
tists, (1) and the nursing and masgseuses associations are 
negotiated for the whole country by the Confederation of 
Central Unions at the national level. While agreements for 
service may be negotiated by individual Central Unions with 
local medical associations, (and sanctioned by the Danish 
Medical Association), there are only small regional 


differentials with respect to the rates of remuneration. 


LOCAL 

Sick Funds, usually only one to a designated area, 
are largely self-governing units under the program. The 
administration of each Sick Fund is conducted by a managing 
committee, which, together with its chairman, is elected 
directly by the membership. The staff of the Fund, which 
administers both health service and cash benefits, is 
appointed by and responsible to the managing committee, the 
executive authority. 

The accounts of the Fund are audited dntually by 
two auditors elected by the membership and annual statements 


are submitted to the Sick Fund Directorate. In addition, 


aA a EN TD LE AR DT EI 


(1) 


Two agreements are negotiated at the national level with 
respect to dentists, one covering the: capital city and 
another, the remainder of the Country, 
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travelling auditors from the Directorate audit local accounts 
about every three years, and also cuide the Funds in matters 
of administration. 

Membership contributions are usually paid monthly, 
directly to the local office of the Fund, but in rural areas, 
contributions are often made on a quarterly basis through 
collectors employed by the local Funds. it ae interesting 
to note that Sick Funds, with a membership of approximately 
90 per cent of all actively insured persons, expended approxi- 
mately 11.8 per cent of their total costs on administration, 
as compared to Seaiae cent in the case of Sick Benefit 
pocieties or,-in per capita terms, 7.2 crowns as compared to 
4.5 crowns. Thus, with a membership of approximately nine 
times that of the Societies, the Funds spend about 60 per cent 
more per capita. on administration. It should be emphasized, 
however, that in 1949 the Funds administered expenditures 
rotvabline 161 niiaion crowns as compared to about 17.5 
million crowns by Sick Benefit Societies. Moreover; at 
least part of the difference in per capita expenditures on 
administration might possibly be explained by the fact that 
very few Benefit Societies provide any pharmaceutical benefits, 
and none provide dental benefits, while on the other hand phar- 
maceutical benefits, the third largest expenditure by the 
Funds, are paid on a partial-cost basis, involving extensive 
clerical procedures. In addition, the cost to the Funds of 
employing oiteeters in rural areas would also tend to increase 


their per capita administrative costs. 
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